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Group Psychotherapy in a Convalescent Hospital 
Organization and Method 


ISIDOR BERNSTEIN, 


Introduction 


This is a report of experience in treating 
neuropsychiatric casualties returned from 
overseas to a Convalescent Hospital in the 
Zone of Interior. A great majority of the 
patients had been in combat of varying de- 
grees Of stress. These soldiers were given 
treatment and observed continuously during 
their course of evacuation and were found 
unsuited for return to duty. Some cases had 
been returned to limited service overseas but 
were unable to perform satisfactorily. Many 
of them had received psychotherapy, barbi- 
turates and insulin treatment previously. 

The sources of admission were general and 
debarkation hospitals in the Zone of Interior. 
Patients in need of further hospitalization 
who can be treated on an ambulatory status 
are sent to a convalescent hospital. If in rare 
instances a psychotic individual is detected 
he is transferred to a general hospital through 
the Infirmary Division. 

Separate consideration will be given to the 
administrative problems and the psychiatric 
phases of the program. 


Administration and Organization 


During the course of the evolution of a plan 
for effectively controlling and treating psy- 
chiatric patients, many problems arose due 
to lack of organization and insufficient per- 
sonnel. Classification of patients into homo- 
geneous groups, effective group therapy and 
frequent individual sessions, when needed, 
were a goal rather than an actuality. At the 
outset, assignment of psychiatric patients to 
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medical officers was haphazard and irregular 
so that there was a scattered arrangement 
of patients from point of view of time of 
admission and nature of condition. This rend- 
ered ineffective any effort to administer psy- 
chotherapy to a group of patients with similar 
problems and further made impossible any 
planned course of group treatment for a 
number of patients who might have entered 
the program at the same time. It was equally 
difficult for the medical officer to get to 
know his own patients. Because of limitation 
of time and personnel, it became necessary 
to develop a plan whereby the staff could 
become acquainted with the patients quickly 
and concentrate treatment where the great- 
est possible benefits would be accomplished 
for the greatest number in a short time. 
Organization of a single large neuropsychi- 
atric battalion instead of many independent 
units was the first step toward this end. 
The neuropsychiatric treatment battalion 
is part of a large Reconditioning Division of 
a Convalescent Hospital. There are seven 
companies in this battalion and, in sequence, 
two companies receive for an approximate 
two week period and the seventh company 
receives for one week. This establishes a cycle 
of approximately eight weeks, at the end of 
which the first two companies are ready to 
receive again. Eight weeks is the average 
time necessary to recondition neuropsychi- 
atric convalescents. During this time, prac- 
tically all the patients are processed, thus 
maintaining the continuous flow necessary 
for a military medical installation. In the 
Receiving Division, psychiatrists interview 
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and classify all admissions into the following 
groups: 

a. Combat cases predominantly situational. 

b. Combat cases with a predominant ele- 

ment of predisposition. 

c. Non-combat cases. 

d. Those displaying strong evidence of psy- 

chopathic personality. 

The receiving psychiatrists screen incoming 
patients, determine their fitness for furloughs 
and assign them to the appropriate groups 
(or floors) in their particular barracks (vide 
infra). An initial group interview is held by 
the Company Commander (Medical Adminis- 
trative Corps) and the case workers to orient 
the patients prior to going on a convalescent 
furlough of fifteen days plus travel time. 
Upon returning from furlough, the patient 
is interviewed by the case worker and the 
psychiatrist. Both at the time of admission 
and after return from furlough, those pa- 
tients who appear to be good prospects for 
return to duty are earmarked for prompt 
disposition as soon as their condition per- 
mits. Similarly, those men who exhibit marked 
psychopathic trends are noted for early dis- 
position to obviate their untoward influence 
upon other soldiers and their disrupting 
effects on group therapy. In the Classification 
and Counselling Section of the Recondition- 
ing Division, the soldier selects a pretechnical 
course, occupational therapy, or an educa- 
tional class according to his interests and 
abilities. He is assisted in his choice by psy- 
chologists and specially trained enlisted per- 
sonnel. Upon entering the program he par- 
ticipates in the group therapy of his par- 
ticular floor. 

Sick call is held every morning by the 
psychiatrists at 0800. Any patient chronically 
complaining or desiring medical attention 
for a complaint which he had prior to ad- 
mission to this hospital is given an appoint- 
ment for more detailed therapy. This reduces 
“sick-book riding” and permits closer contact 
of the psychiatrist with those more seriously 
ill. Patients with acute illnesses are sent to 
the dispensary for out-patient treatment or 
for admission to the Infirmary Division (cor- 
responding to Station Hospital). 

It is emphasized that the training program 
has been specifically designed for treatment 
of convalescent patients and participation in 
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it is an indispensable part of the care each 
patient receives during his stay. 

The company is the basic unit of the ney. 
ropsychiatric battalion. Each company cop. 
sists of three barracks or platoons, totaling 
about 170 patients. The personne] attacheg 
to the company initially comprises two Dsy- 
chiatrists, two psychiatric social workers, g 
psychiatric assistant (a WAC) and one meg. 
ical clerk. Under this set-up each psyehj- 
atrist had his own case worker and shareq 
the clerk and the psychiatric assistant ang 
was responsible for approximately 85 patients. 
Clinical psychologists were later assigned to 
the battalion and suitable cases are referreg 
to them for study. Modifications in the com- 
position of this psychiatric team may be 
made from time to time depending upon the 
availability of personnel. 

The first consideration of this organization 
is to divide patients into small, relatively 
homogeneous groups with similar predisposi- 
tions, precipitating stresses and problems. 
The barracks are arranged so that each floor 
houses the same general type of patient, 
admitted at approximately the same time. 
Groups are thus more accessible for therapy 
which can be more specifically directed. The 
therapy is greatly simplified administratively 
since it is carried on by floors. In addition, 
establishment of group feeling is facilitated 
since it follows the usual military grouping 
of men of a platoon of a particular company 
and it has been noted that discussions in- 
itiated in group therapy can be and are 
continued beyond the time allotted. Further- 
more, combat cases are segregated from non- 
combat cases, eliminating the antagonism s0 
often arising between combat and “rear- 
echelon” troops and obviating the aggravation 
of guilt feelings in those men who have not 
been in the front lines. 

The same therapist who handles the groups, 
interviews and treats the patients individ- 
ually. He can reinforce at the group session 
points developed with individuals and also 
can apply material brought out in the group 
to the particular patient in individual inter- 
views when occasion demands. Much of the 
preliminary orientation and explanation that 
previously had been required in personal in- 
terviews is thus covered with the entire group 
and the more personal difficulties may be 
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treated in the individual sessions. This is a 
distinct advantage over the irregular meeting 
of groups and therapists that formerly pre- 
yailed. Moreover, a continuous development 
of ideas is fostered so that the patients pro- 
gress from basic psychological concepts to 
understanding and application of mechanisms 
of symptom formation and removal. Repeti- 
tion of elementary material is avoided and 
interest maintained. 


Group Therapy 


Group therapy is scheduled to follow a 
four-week outline of five sessions per week. 
These meetings are not didactic. Rather are 
they discussion classes with the principal aim 
to secure active participation by all the men. 
The major purposes of this type of treatment 
are: 

(1) To establish group spirit; with each in- 
dividual identifying himself as a member of 
a group with common problems. Organization 
of homogeneous groups (e.g. combat situa- 
tional cases, non-combat cases) helps to 
achieve this; 

(2) To develop insight and understanding of 
his condition, to restore proper perspective 
and to enable suitable adjustment with the 
aid of the group; 

(3) To secure catharsis and abreaction 
through the recounting of personal exper- 
iences and hearing similar accounts; 

(4) To obtain information to be developed 
later in individual sessions. The basic problem 
of a particular patient is often repeatedly 
reflected in his responses and questions dur- 
ing the entire series of discussions. This may 
serve aS a valuable clue for unearthing sup- 
pressed or repressed material; and 

(5) To correct defective attitudes. 

Attitudes are by far the most difficult 
problem. Undesirable attitudes ‘may develop 
as a result of 
(a) resentment against authority as repre- 
sented in civilian life by parents, teachers, 
the law, etc. and in military situations by 
officers, non-coms, discipline, regulations; in 
some instances, hostility toward officers has 
arisen from combat experiences when officers 
were required to give orders exposing their 
men to hazards which the soldiers may have 
considered unnecessary or unwise; 

(b) hostility due to projected guilt feelings; 
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for example, such feelings may be generated 
when most of the soldier’s friends or partic- 
ularly close friends (buddies) have been killed 
and he alone has survived. While yet tearful, 
he condemns the Army or the war for their 
deaths. This becomes intense when the pa- 
tient holds himself directly or indirectly re- 
sponsible for commanding or guiding the lost 
friends in their fatal mission or for omitting 
instructions or some action that might have 
prevented the catastrophe; 

(c) hostile attitudes produced by the fear 
and insecurity which may persist from the 
combat situation; it may also have been en- 
gendered by the home or family situation 
during his period of army service or during 
his hospitalization. The most common target 
for these resentments is again the Army. 
This insecurity may be heightened during 
the stay because of the uncertainty of the 
future; the prospect of return to duty may 
be especially distasteful and poor attitudes 
are a frequent consequence of this. In this 
connection, many of the patients are remind- 
ed of induction and training camp exper- 
iences which took place at camps similar to 
convalescent hospitals and the associated 
unpleasant memories may arouse more hos- 
tility (“There you are—those are the same 
barracks. They’re going to try to make com- 
bat soldiers of us again’); 

(d) resentment against the civilians. This 
may stem from the “I’ve done my part” phil- 
osophy expressed by soldiers and civilians 
alike. The soldier may also desire to share 
in the high profits and salaries of wartime. 
These sentiments may be abetted by the fam- 
ily, the wife, over-solicitous citizens or Zone 
of Interior personnel. (“You poor boy. You’ve 
given all you could. You’ve done enough.’’) 
Residual resentment of combat troops against 
rear-echelon troops and of military person- 
nel against civilians may also be contributory 
elements; 

(e) “selfish preservation.” This is character- 
istically phrased as follows: “If I don’t take 
care of myself, nobody will.” Such an ego- 
centric view may remain from early life or 
may have developed during training, when 
such self-interest was emphasized, and in 
combat, if unit or group morale were not 
high. Akin to such feelings may be those of 
self-pity. This regressive process may be pre- 
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cipitated by his combat experiences and en- 
hanced by his distrust of society and his 
country as represented by the Army due to 
such occurrences as misassignment, “raw 
deals,” reduction in grade or the catastrophes 
of war; 

(f) the conscious realization of the benefits 
of a medical discharge. This situation parall- 
els industrial compensation for illness and 
injury; 

(g) a psychopathic component. When latent, 
this may have been brought out during pro- 
longed hospitalizations and is expressed some- 
times as follows: “I stuck it out this long and 
I’m not going back now.” In other cases, 
intermingling of psychoneurotics and psycho- 
pathic personalities may “contaminate” the 
first group in the same sense that delinquents 
may affect neurotics. 

The relation of attitude to sickness is very 
intimate and, at times, the two become al- 
most indistinguishable. The effects on the 
personality are our primary concern and these 
may be the product of either attitude or 
sickness or both. 

This evaluation of attitudes is considered 
necessary because their prevention and cor- 
rection are essential to successful group and 
individual therapy. Prevention is aided by 
emphasizing, in the introductory session, 
that the therapist is interested in a man’s 
illness as a medical problem and not as a 
disciplinary one. It is important to con- 
vince the patients that free discussion will 
alleviate their symptoms and permit better 
adjustment. Help in this direction may be 
obtained from a few patients remaining over 
from the preceding cycle. 

The aims of the therapist may be achieved 
or lost depending entirely on the manner in 
which the groups are conducted. The situa- 
tion consists of a specific homogeneous group 
assembled on its particular floor at a sched- 
euled hour. The approximately 25 men gather 
in a circle, sitting informally, with the ther- 
apist at the head of the group. Smoking is 
permitted and an atmosphere of freedom and 
informality is established. In the first meet- 
ing, satisfactory rapport is the goal and 
should be the only time that the therapist 
speaks at any great length. He explains that 
these are not simply “gripe sessions” but are 
a distinct form of therapy for their benefit. 
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Administrative problems, concerning such 
things as mess, passes and restrictions are 
recognized as important but considereg Sep- 
arately at meetings with the Company Com- 
mander, thus eliminating these subjects as 
possible barriers to the consideration of more 
personal difficulties. Griping does find a place 
in the sessions but only from the point of 
view of attempting to understand the mo. 
tivations for the complaints. Effort is mage 
from the start to elicit recognition of the 
patients’ need for this type of treatment, 
pointing out the benefits to be derived. Free 
and active participation is stressed as a prime 
determinant of how much they will profit. 

To be emphasized are the facts that these 
men are here to get well, that they have 
limited time in which to benefit from the 
special type of medical assistance available 
in an atmosphere where all men share the 
same problems. In civilian life each will be- 
come a distinct and separate patient, by 
necessity required to rely on himself. The 
dearth of civilian psychiatric assistance, the 
cost to themselves, the limitation of time of 
the average practitioner to handle their prob- 
lems have been profitably used as means of 
eliciting a more cooperative spirit from the 
patients. 

Through simple examples, the principle of 
fixation of habit patterns with prolonged 
retention of symptomatology is explained. 
Also stressed is the importance of early in- 
tensive therapy while the cause and effect 
relationship of symptoms is still relatively 
manifest. Finally, the soldier’s necessity to 
live with himself now and for many jears 
after the war is a note which has struck a 
favorable response with the men. While it 
is not thought that this and similar ap- 
proaches are necessarily effective in removing 
the strong factor of secondary gain, they at 
least serve as temporary aids for the ac- 
ceptance of group therapy. 

Wherever possible, the therapist should 
obtain material by questioning individual 
members of the group rather than by becom- 
ing didactic. As this procedure becomes ac- 
cepted, men will begin to volunteer informa- 
tion. Furthermore, the therapist, in dealing 
with a homogeneous group, can use his knowl- 
edge of information obtained in individual 
interviews to direct the questioning. He be- 
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gins to know which men are positively orient- 
ed and takes advantage of this as a means 
of eliciting the various points of view. Some 
caution must be used in requiring sensitive 
individuals to divulge intimate material be- 
fore they have established a true group feel- 


ing. 
Initially, if difficulty is encountered in 


«warming up” a new group, the development 


of the group feeling may be fostered by having 
the various members discuss their particular 
outfits, the various theatres of operations, 
types of fighting, and comparisons of ex- 
periences. Once this has been accomplished, 
an outline such as the following is suggested 
as a means for continuing the discussions. 
The questions are furnished as representative 
inquiries to stimulate participation by the 
men. Personal experience and preferences 
will guide the therapist in modifying these 
to suit his own inclinations and the needs 
of the group. 


Subjects for Group Therapy 


I. Introduction. 


A. Review, by questioning, the medical treat- 
ments these patients have previously re- 
ceived. How did these help? What types of 
treatment were most beneficial? Drugs? 
Interviews? Lectures? Group Discussion? 

B. Reconditioning program—plan and purpose. 

C. Object of Group Counselling. 


II. Normal Behavior. 


A. What is meant by normal? Range of normal? 

B. Who decides what is normal? Does each in- 
dividual decide for himself? What is so- 
ciety’s role here? Which things are de- 
termined by experts? 

C. Variations of Normal. How do people differ? 

1. As a group? Different countries? Dif- 
ferent climates? Different races? Differ- 
ent religions? 

2. AS individuals? Can a pérson have pe- 
culiar traits or habits and still be “norm- 
al”? How do individuals differ physically, 
mentally, emotionally? What differences 
are there in sensitivity to pain and noise? 

3. From day to day? 

4. In different situations? e.g. in the Army? 
in combat? 

D. Abnormal States. What is abnormal? Sick- 
ness? How determined? 

1. What is physical abnormality? 

2. What is mental abnormality? Emotional 
abnormality ? 

E. Conscious and Unconscious Behavior. What 
things have you done without realizing 


why you were doing them at the time? 
Forgotten dental appointment? Missing 
train for visit not really desired? 


III. Development of Personality. 


A. Personality. What is meant by personality? 
Types? Are your personalities the same 
today as five years ago? Will they be the 
same five years hence? Why? What are 
the effects of experiences? Habit patterns? 

B. Normal Childhood. 

1. Home. What things do parents furnish 
to child in a normal home? (Love, se- 
curity, consistency or stability, guidance, 
individual freedom). 

2. School. What is provided in school by 
teachers and friends? 

3. Church. What is provided in church? 

4. Society. What does society provide? 

C. Disturbing Factors. 

1. What happens to children when parents 
quarrel, separate, become divorced, die? 

2. Can parents be too strict? 

3. What happens to an only child? 

4. What things in school upset children? 
Parents too anxious for grades? Teachers 
too strict? Courses too difficult or un- 
interesting? Prejudices? 

D. Special Aspects of Personality. 

1. Development of conscience, What is 
conscience? How does it develop? What 
is its importance? Can it be over- 
developed. With what effects? Under- 
developed? 

2. Feelings of insecurity. Why do people 
feel safe or unsafe? In childhood? Adult 
life? Army? 

3. Dependency. Can parents do too much 
for a child? Can others do too much? 

4. Hostility. Why do children become angry 
with parents? Older brothers? Teachers? 
What effects may this have upon them 
later? 

5. Feelings of Inferiority. Why do people 
feel inferior to others? Physical, mental 
inferiorities? Real or imagined? How do 
you feel about patients with organic 
injuries (battle wounds) as compared to 
yourselves as combat casualties? Why? 
How do they feel toward you? 

6. Sense of Responsibility or Irresponsibil- 
ity. How does one develop a sense of 
responsibility? Why do some people feel 
more responsible than others? What is 
the first thing you become responsible 
for in life? (Natural functions). What 
responsibilities do soldiers have in the 
Army? 

E. Psychophilosophical Concepts. 

‘ 1. What are the activities in a well rounded 
life? Work? Love? Play? Worship? Which 
are the most important things? 

2. Where are most of your thoughts and 
why? Past? Present? Future? What re- 
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lative value should each hold? How much 
value do you place on each? 


IV. Predispositions. 


1. Do conditions at home affect getting sick? 

2. Parents and relatives. Does anyone else in 
your family have the same complaints as 
you do? Nervousness? Do you think your 
children will be affected? Why? Will this 
be due to heredity or imitation? 

3. Doctors fixing symptoms. Can a person be- 
come sick as a result of having been told that 
he was sick? Did you feel sick at the time 
a doctor told you that you were ill? Can 
patients pick up symptoms from each other? 

4. Conflicts. What decisions did you have to 
make—in childhood? home? parents? school? 
In adult life—love? vocation? In the Army— 
duty? combat? fight or flight? What altern- 
atives did you have? What are the effects 
of being unable to decide? 


V. Symptomatology. 


1. Definition of term: “psychoneurosis”. What 
is meant by “insane”? What are the differ- 
ences between psychotics and psychoneu- 
rotics? What is the objection to the use of 
the abbreviated term “psycho”? 

2. What are the symptoms most commonly 
complained of by “nervous” patients? What 
do you complain of? Headaches? Eyes? Ears? 
Skin? Digestive system? Circulatory system? 
Chest? Urinary system? Sexual difficulties? 
Pains in back? Weakness? Difficulty in con- 
centrating? 

3. How do these symptoms compare with those 
of fear, indecision or any emotional strain? 
What do you think causes these symptoms? 
In what way does the body affect the mind? 
The mind affect the body? 

4. Do you think these symptoms are perm- 
anent or will they disappear? What makes 
symptoms last? 

5. Are there any benefits from disease and 
symptoms? 


VI. Mechanisms. 


1. Identification. (Therapist gives an example). 
Have you done this with a close buddy, a 
leader? How did this give you support? How 
did it affect you when they became casual- 
ties? 

2. Repeat with compensation, sublimation, ra- 
tionalization. 

3. What are some ways of reacting to a difficult 
situation. (Therapist gives example of re- 
“gression, e.g. temper tantrums). What similar 
behavior have you seen? (Similarly with 
projection). Have you seen this applied to 
the Army? Authority? An officer? Even a 
part of the body? 


. 
Sd 


May 


VII. Predominantly Situational versus Pre. 
disposed Neuroses. 


1. Can battle alone make a man nervous? Can 
one man break down sooner than another? 
Why? What causes a man to break down 
more easily in combat? What factors in the 
situation? More distant? Would some men 
have broken down without combat? With. 
out overseas service? Without Army service? 

2. The Fear situation. 

How many of you were afraid in combat? 
Is a man a coward when he is afraid? How 
does fear help? What is meant by abnormal 
and normal fear? What things does a soldier 
fear in combat? Kinds of wounds? Weapons? 
Sounds? Is there any connection between 
your present fears and your former ones? 
Why do you walk out on exciting combat 
films? Does it help you to remain as long 
as possible? Why? In what ways can you 
adjust to the memories of your combat ex- 
periences? 


VIII. Recounting of Experiences. 


Discussion of individual experiences leading 
to hospitalization. 

Have you had any impulses toward self- 
inflicted wounds? Unnecessary exposure to 
enemy fire? What is meant by a “million 
dollar wound”? Did you ever have any impulse 
toward suicide? 

Subsequent application of mechanisms of ad- 
justment (sublimation, rationalization, identi- 
fication such as participation in war effort at 
home as service troops, or war industry, de- 
conditioning, facing and accepting reality, etc.) 
to the soldier’s own difficulties. 


The principles and method of therapy de- 


scribed have been applied to numerous groups | 


at this hospital. Response on the part of the 
patients has been wholehearted and unsol- 
icited remarks indicate they derived insight, 
amelioration of symptoms and were enabled 
to better adjust to the situational problems. 
The outline of topics used in the various 
groups is submitted as a suggested guide. The 
questions proposed are designed to initiate 
discussion. Subsequent questions will depend 
on the trend of the group and the specific 
material used for elaboration. It is hoped 
that at a future date this report may be 
amplified by further observations and some 
verbatim accounts of actual group sessions. 
In the meanwhile, we trust that the present 
preliminary report will be helpful as a guide 
for others in military psychiatric installa- 
tions. 
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DISEASES OF THE NERvous SYSTEM 


Care and Treatment of the Mentally 
Hl in Hlinois* 


RUDOLPH G. NOVICK, M.D.** 
Chicago, Illinois 


Mental disease has always existed among 
mankind and mankind has always attempted 
to understand, explain and cope with the 
problem. In the early historical view, a men- 
tal aberration was not considered an illness 
put a part of the miraculous influence which 
good and evil spirits exerted upon men. The 
conception of mental illness as demoniacal 
possession did not demand any elaborate care 
and treatment programs. This belief was wide- 
ly held and continued until relatively recent 
times. At the close of the eighteenth century 
the humanitarian movement was ushered in 
by Phillipe Pinel in France, William Tuke in 
England, Benjamin Rush and later Dorothea 
Lynde Dix in this country. The humane ap- 
proach to the problems of illness was then 
first attempted and public institutions, where 
the mentally ill were received specifically for 
the purpose of treatment, were erected. ‘In 
these institutions a singular change of opinion 
as to the curability of mental disease gradu- 
ally evolved. From the utter hopelessness of 
early days their superintendents swung as 
much too far in the other direction, finally 
coming to the conclusion that recent cases of 


Jj insanity, at least, could almost certainly be 


cured....Such claims were not justified nor 
could they be supported. Later they reacted 
with disastrous effect.’! 

Closely on the heels of the humanitarian 
movement came the scientific era. From the 
middle of the nineteenth century to the be- 
ginning of the twentieth, psychiatric journals 
dealt with such problems as mesmerism, hyp- 
nosis, degeneracy, nosology, mind and _ body 
dualism and psychophysical parallelism. With 
the dawn of the twentieth century the fol- 
lowing important events occurred: 

1906: Standardization of nurses’ training schools 
in mental hospitals of the United States. 


1909: Founding of the National Committee for 
Mental Hygiene. 





*Read before the Conference of the Illinois Wel- 
fare Association at Peoria, Illinois on December 


**Medical Director, Illinois Society for Mental 
Hygiene. 


1918: Training for Psychiatric Social Workers at 
Smith College. 

1922: Establishment of the first Child Guidance 
Clinic. 

1937: Introduction of the shock therapies (insulin 
and metrazol) in the treatment of the 
mentally ill. 


These are a few milestones of progress in 
the field of mental health and mental dis- 
ease. That progress has been made, no one 
will gainsay, but the desired goal is still far 
off. We still consider the neurotic as more 
or less of a weakling who should “get hold 
of himself”; the psychotic as coming from 
a “tainted” family. We still, as often as not, 
refer to a mental hospital as an insane asy- 
lum. We still permit the judge and not the 
doctor to make the final decision as to the 
“sanity” or “insanity” of the individual. We 
still treat the mentally ill as criminals, give 
them a “trial,” “commit” them, “parole” 
them, and consider them as “on escape”’ if 
they leave the hospital without the permis- 
sion of the medical staff. There is still a 
“great lag in the application of current scien- 
tific findings... .as true in the realm of treat- 
ment of the mentally ill as it is in other fields 
of health and welfare, perhaps even more so 
because the aura of suspicion and prejudice 
which had surrounded that work in the past.’ 

Mental disease has been aptly described as 
the most complex among the major problems 
of medicine. It is that and more. It is not 
only a medical but also a social, economic 
and political problem. Mental illness is of 
importance not only to the individual who 
is mentally ill and his family, but also to 
the community, the nation and the world. 
“The future of the world rests on healthy 
mental attitudes of the people of all nations 
toward each other.’ The magnitude of the 
problem of mental illness can be gauged only 
to a very limited extent, estimated to a some- 
what larger degree, and sensed or conceived 
only in its broadest aspects. We are able, for 
example, to determine the number of patients 
who are hospitalized for mental illness. We 
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can estimate the annual expenditures for the 
care and treatment of the mentally ill and 
the loss of earning power due to the inability 
of these patients to engage in economically 
productive activity. Beyond this, however, we 
are unable to apply any known measuring 
stick. The intangible elements we cannot cal- 
culate as a loss, either in dollars and cents 
or the tragic loss of shattered human value, 
broken homes, ruined ‘business, prematurely 
checked promising careers, pain, misery and 
loss to many thousands more than those 
actually ill. 

The following prewar statistics are of in- 
terest: 


7,000,000 mentally ill persons in the United 
States (estimate). 

patients in mental institutions in the 
United States. 

new admissions annually to mental 
institutions in the United States. 

of the general practitioner’s office 
practice are psychoneurotic or have a 
strong emotional component. 

of the patients in all hospitals in the 
United States are there for serious 
mental disorder. 

infants (270 of the estimated 7,000) 
born each day, eventually become in- 
capacitated by abnormalities of the 
mind. 

individuals, aged 15 years and over, 
will some day be a patient in a mental 
institution. 

total national cost of mental illness. 
annual expenditure of public funds 
for maintenance of our mentally ill 
in hospitals. 

annual expenditure for mental hy- 
giene clinics. 

estimated total annual expense for 
research into nervous and mental 
disease in this country. 


700,000 
125,000 


60-80% 


52% 


1 in 26 


1 in: 22 


$777,000,000 
$210,000,000 


$5,000,000 


$2,000,000 


In commenting on these statistics, Dr. 
Victor H. Vogel in a U. S. Public Health Re- 
port in 1941 stated: 

“There are scarcely words available adequately 
to describe the almost total lack of efforts being 
made to prevent mental illness from occurring or 
developing to the point where hospitalization is 
necessary. 

“We spend fortunes for hospital care of the end 
products of mental disturbances but only pit- 
tances for prevention.... 

“Faced with the enormous problem of mental 
disorders, a country-wide mental hygiene pro- 
gram is not the least of the needs that confront 
the Nation. Perhaps, just as the present successful 
campaign against venereal diseases resulted from 
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our experience in the first World War, the Presen} 
emergency will focus attention on mental] dig. 
orders and result in a national, all-out, determ. 
ined attack on this type of illness. It is conceivable 
that this huge problem of emotional and Mental 
illness will not eventually have accorded it the 
interest and financial support that it deserves 

The significance of mental illness has been 
given new emphasis by the war. It has Served 
to focus attention upon those individuals jp 
our society who are incapable of meeting the 
demands placed upon them. It has confirme 
the belief “that many, maybe all people 
have a breaking point mentally when the 
pressures of life, such as weak leadership, 
emotional strain, and debilitating forces such 
as illness, lack of sleep, and inadequate foog 
focus upon them. The home, the school, anq 
the factory have these same adverse forces, 
even if less dramatically.’ 

It is needless to quote military service re. 
jection and discharge rates for neuropsy- 
chiatric reasons. To do so would serve no 
purpose and might confuse the issue. “There 
seems to be a great diversity of opinion about 
the need for psychiatric service for the vet- 
eran. The rates of rejection or discharge are 
often quoted to indicate the tremendous in- 
cidence of neuropsychiatric disorders in the 
population, and therefore the great need for 
additional psychiatric service. The same rates 
have also been used to minimize either the 
need for psychiatric help or the probable dif- 
ficulties involved in the rehabilitation of the 


veteran. The possibility of the use of the same 


statistics to support such opposed views 
hinges as is often the case, upon the inter- 
pretation of the diagnostic labels used.’ 
Such is the mental health problem which 
confronts the nation today. Illinois has its 
proportionate share of and responsibility for 
the solution of this problem. Can we meet 
this responsibility? Do we have the will to 
do it? Having the will, do we have the neces- 
sary facilities— personnel, equipment and 
program to do it? What are our hospital 
facilities? What provisions are there for 
extra-mural care? Is there a mental hygiene 
educational program? Are we prepared t 
meet the psychiatric needs of our children 
and aduits, veterans and civilians? . The an- 
swers to most of these questions are avail- 
able in the many surveys of the psychiatric 
facilities in the State. The most recent in- 
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formation may be obtained from 1) Part II 
of the 1943-45 “Annual Report: Board of 
Public Welfare Commissioners,” 2) the files 
of the Illinois Society for Mental Hygiene, 
and 3) the progress reports of the Resettle- 
ment Survey. 

In Illinois, as in the rest of the Nation, 
provision for the care and treatment of the 
mentally ill is made by both governmental 
and voluntary agencies. 





HOSPITAL FACILITIES 


Governmental 


At the federal level, psychiatric facilities 
are provided by the Veterans Administration 
and are available at Danville and Downey. 
Recent publicity regarding Veteran Adminis- 
tration Facilities obviates the need for further 
comment. 

By contract arrangement the Veterans Ad- 
ministration is enabled to hospitalize some of 
its patients elsewhere than in the above facil- 
ities. There are also Veterans Units at two 
of our state hospitals—Elgin and Jacksonville. 

At the State level, the Department of Pub- 
lic Welfare has been charged with the pro- 
gram for the care of the mentally ill. Illinois 
was among the first states to assume State 
responsibility for the care and treatment of 
the mentally ill. The Governor, as the chief 
executive officer of the State, bears this re- 
sponsibility. The success or failure of the 
State program for the care of the mentally 
ill is a measure of the governor’s success or 
failure as the state’s chief executive officer. 
The governor’s responsibility is further en- 
hanced by the fact that the executive director 
of the Department of Public Welfare is a 
member of the governor’s cabinet. It is his 
responsibility to appoint a well qualified in- 
dividual to this all important post. 

In 1939, Dr. Winfred Overholser stated, “if 
the Department ts headed by a member of the 
governor’s cabinet, there should be certain 
legal restrictions written into the law regard- 
ing his qualifications and he should be ap- 
pointed for a term of years not at the discre- 
tion of the governor, or during the term of 
the governor, but preferably for a term of 
five or ten years.’? The enactment of such 
legislation might have saved us, several 
months ago, some valuable newsprint and 
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saved some people considerable embarrass- 
ment. 

In Illinois the governor and the Department 
of Public Welfare have as an advisory board 
the Board of Public Welfare Commissioners 
provided for in the Civil Administrative 
Code of 1917. “While the Board is potentially 
an important body which could perform an 
invaluable service to the community by crit- 
ical evaluation and initiative or leadership in 
the program for the care and treatment of 
the mentally ill, it has not always been that.’’® 
The Board has been dealt with very harshly 
by political interference. ‘‘Weaknesses and 
deficiencies of its organizational plan became 
evident early in the Lowden Administration 
(1917-1921). From its beginning, the Board 
has existed by the grace of the governor and 
the director of the Department of Public 
Welfare. ‘The appointment of the Board was 
not mandatory upon the governor; there could 
be a full Board, a partial Board, or no Board 
at all, as he elected.’ The Board has likewise 
been placed in a subordinate position to the 
director of the Department of Public Welfare 
because ‘he controlled both the budget and 
its appropriations, and hence, its very exis- 
tence and the quality of its activity.’ ’” 

The Illinois Psychiatric Research Council 
was created in 1935 and has had ten years 
to prove its merit. Considering the many and 
great needs in the field of mental health and 
the high calibre of the members of this body, 
one is disappointed with the smallness of its 
contribution to the state program. 

It is the personnel in the State Hospital 
that determines the difference between a 
custodial institution and an effective hospital 
for the care, treatment and rehabilitation of 
the mentally ill. 

“In Illinois direction of the entire institu- 
tion and leadership, and stimulation of the 
medical staff in all phases of work are al- 
most wholly the responsibility of the manag- 
ing officers and his assistant.’ 

Because of the importance of this position 
one may justifiably expect that no efforts 
would be spared to obtain the ablest, most 
capable, most experienced psychiatrists and 
administrators as superintendents. Qualifica- 
tions for this position have been set by various 
competent groups but they have not been 
adopted. 


14] 








No improvement either in method of ap- 
pointment or in qualifications of appointment 
has been accomplished. Dr. Samuel Hamil- 
ton’s 1941 statement is as true now as it was 
then, namely that “In Illinois the managing 
officer holds his position at the mercy of 
the Governor. Few governors know much 
about hospital administration, and it is pos- 
sible for an appointment to the highest posi- 
tion in an institution to be dictated on quite 
other grounds than the welfare of the pa- 
tients.” 

It is a well known fact that the medical 
staffs are inadequate in number. “Illinois has 
never seen its way to meet the minimum 
standards recommended by the American 
Psychiatric Association.”!2 While it is true 
that few hospitals in the United States em- 
ploy a sufficient number of physicians to meet 
the minimum as recommended by the Amer- 
ican Psychiatric Association, the deficiencies 
in the Illinois State Hospitals are considerably 
larger than should be allowed to obtain. The 
war is partly to blame; of equal importance 
and longer duration are 1) political inter- 
ference, 2) lack of adequate promotional fea- 
tures, 3) professional isolation, 4) low sal- 
aries, and 5) poor housing facilities. Similar 
deficiencies exist in all categories and at all 
levels of professional and lay personnel. 

To complete the picture mention may be 
made of in-patient facilities at the Illinois 
Neuropsychiatric Institute, and the Veterans 
Rehabilitation Center. Because of the special- 
ized functions of these two facilities and the 
small number of patients they accommodate 
they need not be discussed more fully at the 
present time. 

The Cook County Psychopathic Hospital is 
a clearing house and examination center serv- 
ing Chicago and Cook County. It is not a 
treatment institution. 


Voluntary 


In addition to the governmental facilities, 
which provide care for 95 per cent of all cases 
requiring hospitalization, there are voluntary 
agencies which care for some individuals re- 
quiring hospitalization for psychiatric causes. 
There are five psychiatric units in general 
hospitals in Chicago. The writer does not 
know of the existence of such units elsewhere 
in the State. These units serve an extremely 
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important function, but their usefulness is 
limited because of 1) limited facilities. 2) 
admission policy; 3) high cost. 

There are quite a number of private Sani- 
taria distributed throughout the State, located 
however chiefly in and about larger urbap 
areas. Their limitations are similar to thog 
indicated above. 

Briefly summarized, the following mental 
hospital facilities are available to the people 
of the State of Illinois: 





Mental Hospital Facilities 


1. Veterans Administration . 4345 
2. Department of Public Welfare 
Nine Major Hospitals 
(Primarily custodial institutions) _ 32,500 
Veterans Rehabilitation Center %4 
3. Illinois Neuropsychiatric Institute 54 
Adults _ | 
EE 
4. Cook County Psychopathic Hospital 
(Primarily a “clearing-house’’) __. 175 
5. Psychiatric Units in General Hospitals 
(Five Hospitals in Chicago) —._. 89 
6. Private Sanataria—Approximately 769 
Total Number of Beds . 49,103 


EXTRA-MURAL FACILITIES 


The needs for extra-mural psychiatric facil- 
ities for the treatment of the lesser mental 
deviations not requiring hospital service are 
even greater than the hospital needs dis- 
cussed above. 


Governmental Extra-mural Facilities 


In Illinois, the Federal Government does 
not offer any extra-mural psychiatric ser- 
vices. Such services have been proposed and 
are now being planned. The State does offer 
such services to both adults and children. 

The adult population in the Chicago area 
is served by the Chicago Community Clinic. 
Dr. Maxwell Gitelson, Chairman of the Sub- 
Committee on Mental Health and Extra-mural 
Care, points out that “altogether the Chicago- 
Cook County area has only the equivalent of 
three-and-a-half full time psychiatrists to 
provide it with extra-mural psychiatric 
care.”’}3 

The down-state areas are served by com- 
munity clinics operating as extra-mural set- 
vices of the various state hospitals. Operating 
under the exacting limitations placed upon 
them, it is surprising that they do as much 
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as they are purported to do. “There are act- 
yally less than 25 psychiatrist-days per month 
available for the adult patient load derived 
from nearly half of the total population of 
the State—Even when there is administrative 
and psychiatric interest, the personnel avail- 
able is untrained and unsuited for the type 
of work necessary in an out-patient psychi- 
atric service—These down-state clinics are too 
infrequent, even for adequate follow-up and 
supervision. When it comes to treatment, this 
is altogether out of the question.”'* 

All the children’s psychiatric work in IIl- 
inois is performed by the Institute for Juve- 
nile Research and its staff of 10 full time 
psychiatrists, 10 psychologists, 9 full time 
social workers, a part-time social work super- 
visor and 3 recreational therapists. 


In addition to full-time daily clinics in 
Chicago, the Institute in 1943-1944 operated 
nine community clinics, conducted visiting 
clinics in. 12 communities, held 10 teacher 
training clinics, and offered psychiatric ser- 
vices to the Soldiers’ and Sailors’ Childrens 
School at Normal, the State Training School 
for Girls at Geneva, the Illinois State Train- 
ing School for Boys at St. Charles, and the 
Reformatory for Women at Dwight. 


“It is obvious from the above how wide flung 
and thinly spread are the activities of an 
institution whose obligations to the children 
of a state population of nearly eight million 
must be met by so small a force.” 


Existing Extra-mural Services 


Department of Public Welfare; 
Division of Extramural Care 

Chicago Community Clinic achcesiail cease’ a 
State Hospital Clinics _. 

Department of Public Welfare; 

Institute for Juvenile Research 
Community Clinics: Regional 
Headquarters =... 

Normal School Clinics .. 
enon eee 

Independent Local Community Clinics 
Rock Island—Children _.... 
Peoria—Children and Adults 
vam ___.__.... 

Medical School Clinics 

Private Hospital Clinics 

Court Facilities 

ESE ea ee 

(Bureau of Child Study: 

Abraham Lincoln Center: Child Guidance Clinic 

Institute for Psychoanalysis) 


wr -] 
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In addition to the extra-mural services of- 
fered by the State there is 1) The Behavior 
Clinic which offers diagnostic services to res- 
idents of Cook County, 2) The township health 
unit at Champaign-Urbana which has recent- 
ly organized an all purpose out-patient clinic 
for children and adults, veterans and civil- 
ians. The staff consists of one part-time psy- 
chiatrist, a full-time psychologist, and a full- 
time psychiatric social worker, and 3) in 
Chicago, limited psychiatric and psycholog- 
ical services are available—Psychiatric Insti- 
tute of the Municipal Court and the Bureau 
of Child Study of the Chicago Board of 
Education. 


Voluntary Extra-mural Facilities 


Voluntary psychiatric out-patient facilities 
are almost non existent down-state, with the 
exception of limited services offered by some 
of the health and welfare agencies; and very 
limited in the Chicago Area. Psychiatric Clin- 
ics are available at the Medical Schools and 
in some of the hospitals. Psychiatric programs 
are conducted by most of the health and 
welfare agencies. These vary widely in the 
type and quality of service offered. 


RECOMMENDATIONS 


That the welfare of the nation is to a 
large extent dependent upon the mental 
health of its people is well recognized. This 
has been further confirmed by our exper- 
iences in the war. The government has made 
some provision for the care of the mentally 
ill—especially for the gross mental disorders 
which require hospitalization. The 1940 re- 
port of the U. S. Department of Commerce 
records that of all patients hospitalized for 
mental illness, 86 per cent were in state hos- 
pitals, 6 per cent in veterans’ hospitals, 6 
per cent in county and city hospitals, and 3 
per cent in private hospitals. The govern- 
ment has done something, but can do more. 

Credit for whatever progress has been made 
is due to the many voluntary agencies which 
have made and continue to make invaluable 
contributions. In the field of mental health, 
as in other health and welfare services, the 
community needs both the public and private 
agencies. “....as Gunn and Platt point out 
_....there is no necessary rivalry between 
private and public health agencies in local, 
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state or federal levels of government. The 
private agency should be the initiator, the 
experimenter, the mobilizer of public opinion, 
the gadfly, if you will, of the official health 
department, sometimes teaching, sometimes 
prodding, sometimes defending, sometimes 
supplementing, but always working toward 
the common goal of ‘preventing sickness and 
maintaining a high level of public health.’ ’’16 

Since there is still much to be learned about 
the optimum care for the mentally ill, the 
following recommendations are not intended 
to be the idea or ultimate goal in the care 
of this group, but rather a stepping stone to- 
ward that end. 


At the National Level: 


Mental disease is a national problem and should 
be attacked on a national level. “Mental health 
authorities see as the solution to this* problem 
an over-all national mental health program, 
sponsored by the Federal Government but calling 
on the best private abilities in the country and 
abroad.”17 

The National Mental Health Bill introduced in 
the House by Representative J. P. Priest for the 
first time affords an opportunity to do something 
which will promote better mental health on a 
national scale. The Bill would marshall the na- 
tion’s resources against mental disease by provid- 
ing ways and means for 1) research into the 
causes, prevention and treatment of mental ill- 
ness, 2) establishment of clinics, and 3) education 
and training of psychiatric personnel. 


At the State Level: 


1. Director of the Department of Public Welfare: 
a. Certain legal restrictions regarding the qual- 
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* Hosch, Florence “anrual Report: Board of Public Welfare 


Commissioners" 193-1945- p.50 


** Professional Personnel in Training 


ifications of the Director should be written 
into the law. 

. The Director should be appointed for a 
term of years not at the discretion of the 
Governor, or during the term of the Gover- 
nor, but preferably for a term of five or 
ten years. 


2. Board of Public Welfare Commissioners: 


The status of the Board of Public Welfare 
Commissioners should be more clearly de- 
fined. If it has outlived its usefulness it 

should be disbanded. 

. If not abandoned appointments to the Board 
should be mandatory. 

. Appropriations for the Board should be 
made directly to the Board and not through - 

the Director of the Department of Public 

Welfare. 


a. 


. Superintendents of State Hospitals: 


The position of Superintendent should be 
made a civil service position or 

A merit system should be established so 
that the state hospitals could be assured of 
securing the ablest, most capable and ex- 
perienced psychiatrists as superintendents. 


a. 


b. 


. Recommendations regarding “Personnel Prac- 
tices” and “Standards and Policies” for state 
hospitals are recorded in the “Annual Report 
of the Board of Public Welfare Commissioners: 
1943-1945.” 


. Extra-mural Programs: 


The present extra-mural program is en- 
tirely inadequate to meet the needs. 

Recommendations for its improvement are 
included in the above mentioned Annual 
Report. The chart gives an indication of 
the proposed extra-mural program. 























g. The Mentally Ill Child: 

“The Problem of the Mentally Ill Child,” 
writes Dr. Irene Josselyn in her report of the 
sub-committee on Child Care of the Board 
of Public Welfare Commissioners, “is being 
most inadequately met. The facilities for 
private placement throughout the country 
are extremely limited. State resources are 
primarily geared to the needs of the men- 
tally ill adult. As a result, at the present time 
there are 40 children between the ages of 
nine and sixteen in our state hospitals 
placed in wards with adult patients and 
without any treatment facilities to meet 
the specific needs of the mentally disturbed 
child.”’!8 
The only special state facility for the psy- 
chiatric treatment of children is the 18 bed 
unit at the Illinois Neuropsychiatric Insti- 
tute. 

a. The Psychotic Child: 
The psychotic child needs a custodial en- 
vironment with treatment facilities not un- 
like those offered for the adult psychotic 
patient... it would seem possible to set 
aside a separate building for these children. 
As an interim program, it would seem im- 
perative to have children in wards in a 
state hospital where they would be segre- 
gated from adult patients.19 

b. “The ‘incipient psychotic’ child should not 
be cared for in the existing state hospitals. 
He should be cared for in separate institu- 
tions.”2° 


7. The Veteran: 

The large majority of veterans requiring 

psychiatric care are non-psychotic, but 

socially and vocationally handicapped men 
and women who 

(1) Do not require hospitalization, 

(2) Can best be treated in the Community 
Clinics as described in the extra-mural 
program, 

(3) Should not be segregated from the 
civilians as far as treatment facilities 
are concerned. 


8. Psychiatric Units in General Hospitals: 


Existing units should be encouraged to grow 
and develop and new ones should be estab- 
lished. A psychiatric unit in a general hos- 
pital has many advantages, such as: 

. Convenience—ready accessibility, 

. Reduction of stigma, 

c. Availability of laboratories and other diag- 
nostic facilities, 

d. Availability of other specialists for consul- 
tation service. 


CONCLUSION 


of 


In summary it may be stated that national- 
ly the outlook is promising. The National 
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Mental Health Bill, if enacted, would go far 
to solve the nation’s mental health problem. 

In the State of Illinois, however, the pros- 
pect of an adequate mental health program 
is less promising. At the moment, the situa- 
tion is critical and the future foreboding. 
Extensive and far reaching reforms are an 
immediate and imperative need. Adoption of 
a program along the lines outlined is part 
of the remedy. Action, however, must be 
prompt, decisive and must patently have as 
its goal only one objective—the welfare of 
the mentally ill individual. 
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The Thematic Apperception Test 


(Its Value in Routine Psychiatric Practice) 


HERBERT FREED, M.D., and WILLIAM F. ECCKER, Ph.D. 
Philadelphia, Pennsylvania 


In eliciting a history, the psychiatrist asks 
the patient about his fears and other emo- 
tions relating to the important people in his 
life. Attempt is made to discover the patient’s 
aspirations, his attitude toward his illness, 
his conflicts, sentiments, and preoccupations. 
The desired material is often not forthcoming 
in early interview or is not satisfactory be- 


cause what is sought may be largely un-- 


conscious. The Thematic Apperception Test 
(T.A.T.) is a technique aimed at obtaining 
such data indirectly and immediately. 

The T.A.T. is a method of investigating 
personality by analyzing stories which the 
patient is asked to “make up.” In order to 
limit the stories to definite fields, a series 
of pictures is used as a stimulus. They are, for 
the most part, pictures of people, of different 
ages, of both sexes, in different situations. 
Every possible chance is allowed for the pa- 
tient to identify with a hero in the stories. 
He is asked to tell about the picture, make 
up an antecedent to the situation, and also 
an outcome; to describe (unwittingly, to the 
trained interpreter) his own feelings, strivings, 
fears, conflicts, etc., while he is telling about 
the hero with whom he is unconsciously 
identifying. These pictures are deliberately 
made equivocal and unclear to allow more 
leeway for fitting the particular problem of 
the patient. 

This is a projective technique, “projective” 
being defined in accordance with Freud’s for- 
mulation! as the attributing of wishes and 
sentiments which one has, to subjects and 
objects in the external world. Table I com- 
pares projective techniques with other kinds 
of personality tests. The test is ordinarily 
administered by a psychologist who has been 


trained in such work, trained to elicit re. 
evant responses and analyze them. 

The stories may be analyzed in various ways, 
Rotter? notes whether the plots are happy, 
unhappy, or neutral; whether they are illog- 
ical or incoherent; whether the interpretation 
of the picture is probable or improbable. Ba]- 
ken and Masserman? analyze the phraseology 
in addition to the plots. Rapaport? looks for 
intra - individual consistency (whether the 
subject is consistent in passing from one story 
to another) and for inter-individual consis- 
tency (whether they agree with those told 
by the average person); he analyzes the 
stories both from the standpoint of form and 
of content. We follow the method of Murray 
and his group, who employ a system of 
“themas.” A thema is made up of a press and 
a need. The term “press” refers to the forces 
outside the individual, social or otherwise, 
which impinge on him. The drives within 
the individual are the “needs.” The inter- 
action of press and need is called the thema. 
All behavior can apparently be analyzed into 
press and needs. These three terms are used 
to describe the framework and dynamics of 
behavior. Actually behavior is ordinarily made . 
up of several themas, many of which are 
interrelated. The frequency and importance 
in the plot of certain themas is a measure 
of the importance of that fantasy in the 
mental content of the patient. These themas 
can be built up, in turn, from a matching, 
in each case, of the most important press 
with the most important needs. A final eval- 
uation and summation of the themas from 
the stories results in an analysis of the 
thought content, with quantitative values to 
indicate the relative importance of each 





TABLE I 


QUESTIONNAIRES 


Bell Adjustment Inventory 
Bernreuter Personality Inventory 
Humm-Wadsworth Inventory 
Pressey X-O Test 

Minnesota Multi-Phasic Inventory 
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PROJECTIVE TECHNIQUES 


Rorschach 

Thematic Apperception Test 
Play Technique 
Psychodrama 
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dynamic. For example, poverty and depriva- 
tion may be the press which results in a 
great need for riches. The intensity of such 
a need can be given a numerical value and 
all the values can be scored and added for 
every card. This makes for the approach to 
personality evaluation that is being constant- 
ly sought for—a mathematical determination 
equivalent to the forces in physics. 

We do not, however, follow this mathe- 
matical form of scoring exclusively but also 
evaluate from impressions which can best be 
described as intuitive judgments. 

- The first report considered here is a “blind” 
analysis done on E., a boy of 14, now under 
treatment in the Child Psychiatric Clinic at 
Temple University Medical School. This boy 
was seen at another hospital for a diagnostic 
interview while he was also in contact with 
a social agency. He refused to accept the 
suggestion that his difficulties might be emo- 
tional in origin and no understanding of the 
dynamics of his neurosis could be uncovered 
in one interview. The T.A.T. however, was 
most enlightening and the material obtained 
in therapeutic interviews since then has been 
tabulated. 


Case I 


About 214 years ago E. first began to complain 
of shooting pains in his legs and inability to 
walk. It was about this time that the father died 
of a heart attack. After seeing various physicians 
and osteopaths, E. was brought to the Orthopedic 
Clinic and aspirin was prescribed to be used as 
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needed. Since then E. has been taking six to 
twelve tablets daily. If the mother attempts to 
hide the drug, E. will use any means, including 
stealing money to buy it. He seizes upon it when- 
ever his “pains” bother him, which may be in 
school or sports or play activities. The boy’s 
mother referring to his behavior remarked: “He 
always acts as though he is waiting for the props 
to be knocked out from under him.” In particular 
she tells -of her recent hospitalization for some 
gynecologic procedure, at which time E. looked 
at her as though she were dying. He refused to 
stay with his uncle and went home dreaming 
and moping alone instead of going to school. 


Thematic Apperception Test: This boy is of 
approximately normal intelligence. His narratives 
were not particularly unhappy. His dejection 
score is lower than average. If he has problems 
to worry him, he probably does not take them 
seriously or escapes sorrow by day-dreaming. 
A high Nurturance score indicates that he craves 
the help, encouragement, and protection of others 
much more than the average. The high Lack 
score suggests poverty and deprivation, the ef- 
fects of which are felt keenly. The need follow- 
ing on this is for riches easily acquired, not at 
all in keeping with his otherwise realistic way 
of looking at the world. He appears sober and 
realistic beyond his age. 

Except for the craving for riches the need for 
achievement is low. The need for aggression to- 
ward others is also low. The feeling of being 
dominated by others is much lower than the 
average. When there is parental domination, it 
is followed by submission, not rebellion. 

He probably day-dreams a great deal. This may 
be due, in part at least, to his feeling of rejec- 
tion by others, which drives him back to the 
comfort of fantasy and escape wishes. 

There is patricide in one of the stories, fol- 








TABLE II 


TAT FINDINGS 


1 High Nurturance: 
Needs the help, encouragement, and pro- 
tection of others 

2 High Lack: 

Poverty and deprivation keenly felt 

3 Low need for achievement: 

(except for craving for riches) 

4 Need for Aggression 

5 Abasement Need: 

Parental domination with submission, un- 
wittingly 

6 Feels rejected 

7 Day-dreams a great deal 

8 Sex Guilt 

9 Disturbed father-son relationship Patri- 

cide wishes 

Wishes for maternal comfort 








PSYCHIATRIST’S FINDINGS 
(in 3 treatment sessions) 


Verified: Craving for encouragement and 
protection 


Not verbalized yet 


Has many schemes for making money, 
with unusual success 


Verified 
Gives in to mother all the time. Inva- 
riably accepts mother’s views 


Suggestive 
Verified 

No material yet 
No material yet 


Verified 








lowed by guilt and retribution. Guilt is also pres- 
ent in other places. The aggression toward the 
father follows evidence of suffering at his hands, 
parental rejection, and wishes for maternal com- 
fort. 

There is strong evidence of sex guilt. He par- 
tially rejects the nude picture, briefly describing 
it as “statues showing how people once believed 
in not being ashamed of their bodies.” On the 
very next picture of two men of different ages, 
he partially blocks, saying significantly, “I don’t 
know what that is. I would say it’s just two men. 
That’s all you can tell. One’s older and one’s 
younger.” This rejection leaves little doubt of a 
troubled father-son relationship since it follows 
immediately upon partial rejection of the nude 
picture and since he did not block on other 
pictures. He reacted to one of the other pictures 
with paternal conflict and patricide and to an- 
other with a wish for comfort from the mother 
(Table ITI). 

Summary: This quiet spoken boy of 14 seems 
to be of normal intelligence, tells stories that are 
mostly realistic, but appears to enjoy day-dream- 
ing. This probably saves him from the painful 
realities of a troubled life, and keeps him buoyed 
up. He wishes for encouragement from others, 
feels economic deprivation keenly and shows 
strong evidence of a troubled father-son re- 
lationship. 


Murray® hastens to dispel any illusion that 
this procedure has achieved the goal of mak- 
ing personality study an exact science. He 
states, “The conclusions that are reached by 
analysis of T.A.T. stories must be regarded 
as good leads or working hypotheses to be 
verified by other methods rather than as 
proved facts.” In the manual from which this 
is quoted he makes the recommendation that 
the technique is particularly indicated as a 
preface to a series of psychotherapeutic ses- 
sions. We have modified this practice to use 
it as a therapeutic agent as well as a diag- 
nostic aid in selected cases of psychoneuroses. 
The second case illustrates this: 


Case II 


T. G., a white male, aged 39, was first seen 
in February 1945, complaining of nervousness 
since his engagement in August 1943. Despite 
this nervousness he married two months later. 
He insisted that he was happily married. He was 
in love with his wife. They had common inter- 
ests. Both were working and there were no 
economic worries. Initially he did admit that 
their sex life had not been completely satisfactory 
because of premature ejaculation. That was now 
corrected and he assumed that his wife was 
reaching a climax. He added, “probably neither 
of us knows very much about sex.” 
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This patient was referred by an internist Who 
had been treating him for a number of months 
trying to convince him that he did not haye 
leprosy, Rocky Mountain spotted fever, or polio. 
myelitis. Each of these diseases had been gug. 
gested by the patient to the doctor as the prop. 
able cause of his weakness and irritability, 

A review of the family history was significant, 
He had a younger, married sister who was rather 
high strung. The couple had lived with his 
parents and they all had been a happy family 
unit’ until the mother died, the patient being 
25 years old at the time. He was quite upset by 
the death but did not stop working. He ¢op. 
tinued to live with the family group and seemeq 
to make a satisfactory social adjustment. He was 
an enthusiastic sportsman and had numeroys 
girl friends. Five years back he had been keeping 
company and the girl suddenly decided to marry 
another suitor. Shortly after this he learned 
that two other of his former girl friends haq 
also married. When the war broke out he felt 
that he must enlist. He was rejected on account 
of “arteriosclerosis,” which disturbed him greatly 
and he sought reassurance from his family phys- 
ician who informed him that the diagnosis was 
incorrect. He now decided that he should settle 
down and seriously consider marriage. He became 
acquainted with his wife eight months before 
they were married. 

These were the essential facts in the history 
brought out in the first interview. On the second 
visit his anxiety was still present, expressed in 
irritability, insomnia and inability to concen- 
trate. He insisted that there was no conflict 
about his married life, with the possible excep- 
tion of his occasional thought that perhaps he 
was expecting too much out of marriage. A small 
number of T.A.T. cards was selected and he 
was asked to narriate stories suitable to the . 
pictures. These stories were unusually brief but 
significant, nevertheless. The responses to five 
cards follow: 

No. 3CF: “The woman is very sorry about 
something. She has just come out of a room 
where somebody died.” 

No. 4: “A pure young man is trying to resist 
being seduced by an impure young lady. He is 
just about ready to weaken. The woman looks 
like she might be a mulatto. The man _ looks 
like he might be a fisherman or follow some 
outdoor pursuit.” 

No. 10: “A mother is either greeting her son 
or saying goodbye to him. She does not ever 
expect to see him again.” 

No. 6BM: “The old lady has just found out 
that her son is a criminal or the son has made 
up his mind to do something she does not want 
him to do.” 

No. 13MF: “He has just had sex intercourse 
and is kind of ashamed of himself, or is about 
to have it and can’t make up his mind. He has 
a wife somewhere and has been cheating on her. 
He is overcome with remorse.” 
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These responses aided in crystallizing the sex- 
ual fantasies which helped to precipitate the 
anxiety state. They gave substance to the in- 
adequacy and guilt he had expressed. This mat- 
erial was utilized to objectify the psychiatric 
interpretation to the patient which he accepted. 
More material provoking anxiety in the sexual 
sphere was produced. It was the psychiatrist’s 
view that psychotherapy was thus accelerated. 


There are defects and limitations in this 
test, as in all tests. One is the weakness in- 
herent in the projective method, i.e., where 
one person attempts to interpret another’s 
pehavior on the basis of the mechanism of 
projection. What one sees in others is often 
put a mirror image of one’s self. The T.A.T. 
is a useful tool in psychological diagnosis, 
provided the interpreter does not project his 
own motives, wishes, etc., into the interpre- 
tation of the story} 

An important weakness develops if the sub- 
ject becomes aware that he is identifying 
with the character in the story. He is hence- 
forth constantly on his guard lest he reveal 
incriminating information. The attitude of 
the examiner and the method of introducing 
the test to the subject are factors in safe- 
guarding against this danger, but are not 
always effective. The following case illus- 
trates this difficulty: 


Case III 


D. L. was born of a 16 year old mother who 
had married at 14 because she was pregnant. 
The father was a ne’er-do-well who probably 
was psychotic at certain times. The mother ap- 
pears to have become a prostitute and not even 
interested in the patient. The father is being 
sought on a charge of bigamy after involvement 
in various crimes. The family had always lived 
in abject poverty. D. L. was removed from the 
home before she was two years old by court order 
and after a long stay in an orphanage and a 
hospital, where her development seemed retard- 
ed, she was placed with foster parents but was 
shortly returned to the institution. At the age 
of four she was diagnosed as having petit mal 
attacks with an aura of stuttering. She was 
described as very devoted to the children about 
her. In school she began to take small things. 
She was a pretty child and was selected by a 
lonely couple to take the place of a deceased 
daughter. In this home she exhibited a trait of 
lying. Later the foster mother had a baby and 
the couple lost interest in the patient who was 
then taken into another foster home. There the 
tendency to lie became greater and she resorted 
to stealing on the outside, resulting in her being 
sent back to the institution again. She calmly 
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stated she had it coming to her, but was sorry 
that she had caused so much unhappiness. 

In 1942, after D. created a sensation by re- 
lating a false story of being kidnapped, she was 
given a Rorschach test through the facility of 
the Department of Welfare. The psychologist 
reported that the primary picture was one of 
acute anxiety shown by the large number of 
responses—308 in all, with a high percentage 
(63%) describing small details. There was no 
evidence of neurotic emotional shock, but there 
were nine movement responses, indicating a high 
level of intelligence, but many of these also indi- 
cated that she lived in a world of her own, and 
used her ability in fantasy rather than construc- 
tively. Another Rorschach test was given two 
months later which seemed to reveal a somewhat 
depressed state, as evidenced by the fact that 
now she would not use the colors in the cards 
at all, but would only use blacks and grays. It 
was concluded that there was a great need for 
affection in this child and also evidence that 
she could respond. 

Since January, 1945, she has been treated in 
the Child Psychiatric Clinic at Temple University 
directed by Dr. G. H. J. Pearson. Her first prob- 
lem, stealing, has been overcome. The patient 
explained to the social worker that she stole out 
of revenge and hate. The major problem now is 
lying. It is interesting that she stutters when 
she lies or gets excited (stuttering used to be 
the aura in her petit mal attacks). The social 
worker who has contact with her describes her 
as a bewildered adolescent with serious prob- 
lems. She is curious about her family and con- 
fused about her future. She still tells lies, but 
no more than others in the same group. She 
has never been allowed to go with boys. She is 
rather superficial in her relations with other 
people and will ingratiate herself in the manner 
that an “institutional child” might. 

Here is the report of the T.A.T., done “blind” 
on May 25, 1945. We might point out that while 
our aim in this case is to demonstrate that a 
defect in this test lies in the patient’s awareness 
that she is identifying with the hero and, there- 
fore, consciously distorts the story, this report 
is nevertheless informative: 

Thematic Apperception Test: This girl’s intel- 
ligence is somewhat above average. The stories 
were told with effort and were too brief for 
satisfactory analysis. They were told very rapidly 
and nervously. She would often halt abruptly at 
a crucial point; then she would resume and the 
story would change its trend. This was even 
more marked during the inquiry. She seemed 
to become guarded in her answers while on a 
significant subject. 

She identified easily with the characters in 
the pictures. In fact, she often told a story about 
some problem the person had, then quickly added, 
“that’s the same trouble I have”; “that’s just like 
me.” This may be the reason she was so guarded 
when questioned on significant subjects. 
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The characters in the stories were not too 
burdened with troubles. They coped with them 
without too much difficulty and they were gen- 
erally happy. This may well be true of the girl’s 
own adjustment, at least superficially. What more 
fundamental trouble she might have, does not 
seem to play a great part in her everyday think- 
ing. At least this is the impression gained. Sev- 
eral themas recur frequently. 

Her characters are often doing things furtively. 
The productions abound with secret rendezvous, 
forbidden fruit, and things done stealthily. How- 
ever the culprit is usually caught and he suffers 
the consequences. Guilt is obviously felt and is 
followed by retribution. 

Another frequently recurring point is her repe- 
tition of “if he does (so and so) long enough, 
he will succeed .” She uses this several times as 
the conclusion to problems. It is probably not 
perseveration, since it occurs here and there 
throughout the series of narratives. Therefore it 
may be significant and may reflect her own 
thoughts that if she strives long enough and hard 
enough her troubles may clear up. 

Parental domination and correction seem fairly 
important. Usually it is accompanied by submis- 
sion. At other times it is followed by wishes to 
escape. Apparently there is ambivalence toward 
the father; hatred and rivalry are marked. With 
less certainty one might say that the father was 
unfaithful to the mother, but was later contrite; 
that the mother is dead; that the father was 
severe, while the mother was easy to live with; 
that there was parental neglect, deprivation, and 
poverty, so that someone had to intervene to pro- 
tect the patient from the father. Sibling rivalry 
is not strong. 

There seems to be sex guilt because of the 
partial rejection of the nude figure picture. There 
is also guilt and retribution over some mild ag- 
gression. 

She is uncertain about the future. There seems 
to be a conflict between doing the things she 
likes for a living (in the stories it is music) and 
doing the things which are practical and which 
she can count on with more certainty to earn 
a livelihood. 

In summary, here is a girl who identifies with 
the characters so obviously and apparently so 
consciously that significant details are painful 
and are repressed, so that when questioned she 
gives irrelevant answers. The result is a super- 
ficial analysis where events are running smoothly. 
Her characters are doing things slyly, have to 
work hard and long to succeed, suffer parental 
domination and ambivalence toward the father, 
have some sex guilt, and suffer anxiety about 
the future. 


The report on D. L. further reveals the 
major limitation of this technique. Essential- 
ly, it is a test for determining the content of 
an emotional disorder.) If one wishes to de- 
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termine the form of the illness, i.e., to Make 
a formal diagnosis, the Rorschach is the test 
of choice among the projective procedures, 
Indeed, Rapaport® of the Menninger Clinic 
states that the Rorschach test is the mog 
efficient single diagnostic tool we possess. 
The T.A.T. uncovers sentiments, conflicts, 
and complexes. The Rorschach depicts the 
intellectual and emotional characteristics of 
the individual. The two are complementary 
and supplementary. Today progress is being 
made with the T.A.T. in the analysis of the 
stories for the purpose of making a diagnosis 
as well as for uncovering the dynamics. 
Harrison,’ who is enthusiastic about the 
complementary nature of these two tests, re. 
ports on a study of forty patients in the 
Worcester State Hospital where a “blind” 
analysis was done with the T.A.T. and q 
validity of 75 per cent was obtained. He states 
that any cue that might have been obtained 
from the behavior of the patients was elim- 
inated. If he utilized the cues he obtained a 
validity of 83 per cent, in which he was able 
to reconstruct the dynamics of the illness 
and match that in the hospital history. He 
states that his test may be expected to find 
its most profitable use in clinics and mental 
hospitals where an indirect technique can 
give a valuable independent personality assay 
of the patient and will often unearth factual 
material missed in routine clinical proced- 
ures. “A further possibility for usefulness lies 


in private practice with neurotic patients 


where in the preliminary stages of therapy 
it may serve as a time-saving first approx- 
imation or orientation to the case, or detect 
information which might long evade psychia- 
tric interview methods, in which so much 
dependance is placed on the honesty and 
frankness of neurotic patients who are often 
disposed to protective lying.” 


A very recent paper by Elliott® describes 


the use of the T.A.T. in accelerating the 
treatment of psychiatric war casualities over- 
seas, where the load was great and the time 
short. He observed that stories with a satis- 
factory content for analysis have been ob- 
tained from subjects with I.Q’s as low as 80. 
“The material obtained from T.A.T. was val- 
idated clinically in the sense that it was 
checked against material obtained on inter- 
view, free association, hypnosis, narco-anal- 
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ysis, and observation of behavior in the re- 
nabilitation program, and, most important, 
it was validated pragmatically from the point 
of view of usefulness in psychotherapy.” 


SUMMARY AND CONCLUSIONS 


Some situations in which the T.A.T. was 
used aS a diagnostic procedure are described. 
Its utilization as a therapeutic aid is also 
suggested. Its defects are enumerated. 

The following conclusions are drawn: 

(1) A rapid survey of the dynamics of a 

psychiatric disturbance can be made in many 
cases. 
-(2) It can be utilized if desired by the 
practicing psychiatrist without the special- 
ized training and experience which is neces- 
sary for the administration of the Rorschach 
test. However, to utilize the material to the 
utmost, scoring by the trained psychologist 
is of advantage. 
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Prevention of Postconvulsive Hyperexcitability 
in Electro-Shock Therapy 


S. BAUMOEL, M.D. 
Cleveland, Ohio 


Since the beginning of the era of shock 
therapy in psychiatry, the clinician has by 
experience learned to obviate many of its 
complications and untoward reactions. Inas- 
much as electro-shock therapy which was 
introduced in 1935 by Cerletti and Bini has 
become by far the most convenient and prac- 
tical form, its technique has become progres- 
sively refined, accurately standardized and 
many of the distressing side actions have been 
reduced in intensity or have been entirely 
eliminated. 

Notable examples of this refinement of 
treatment are: (a) The use of curare to soften 
the impact of seizure upon muscles, tendons 
and bones and (b) the administration of oxy- 
gen during the course of the convulsion to 
reduce cyanosis, nausea and post-treatment 
headache. 

A common reaction to electric shock treat- 
ment which is not only annoying because it 
necessitates prolonged watchfulness and su- 





. 


pervision of the patient, but may constitute 
a threat to the patient’s life or a deterrent 
to further treatment, is his becoming violent. 

The following experience brought home the 
dangers and necessity of prevention of exces- 
sive, postconvulsive, psychomotor excitement: 

A man, 54 years of age, with a negative 
medical history was suffering from a severe 
reactive depression. After a thorough exam- 
ination by an internist, including an electro- 
cardiograph, the patient was given electro- 
shock treatment. About ten minutes after 
the first convulsion he became increasingly 
restless and then extremely violent, hitting 
and clutching at anyone within reach. After 
ten minutes of such struggling the patient 


. went into a state of collapse. He fell back 


completely exhausted, his pulse was very rapid 
and barely perceptible, his color ashen gray 
and his systolic blood pressure dropped to 
65. After several uneasy hours this patient 
gradually recovered under stimulation, but 
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further treatment had to be discontinued. 
The severe strain imposed on the heart by 
the postconvulsive psychomotor excitement 
added to that caused by the physical exer- 
tion of the convulsion itself was too much 
for this patient and produced a circulatory 
collapse. 

There are some references in the extensive 
literature on electro-shock therapy which aim 
at the prevention of this inconvenient and 
at times very troublesome reaction. Impastato 
et al.1 have administered sodium amytal in- 
travenously just prior to the convulsion for 
the two-fold purpose of diminishing the sev- 
erity of the motor convulsive phenomena 
and also for the management of the post- 
convulsive excitement. The former effect, 
according to Kalinowsky? is obtained only 
with doses of 10 to 12 grains, doses large 
enough not only to lessen the severity of 
the convulsion, but to practically abolish it. 
Now, however little we know about the mode 
of action of shock therapy, the general con- 
sensus of opinion is that its efficacy does 
not depend on the strength of the current 
used, but on a successful convulsion. Sub- 
convulsive reactions are not only ineffective, 
but according to Ziskind* even harmful. 

The same objection holds good as to the 
use of pentothal sodium administered prior 
to the shock treatment. Rubinstein,* the auth- 
or of this method, states that, “The resulting 
reaction is usually minor or non-convulsive’’. 

Accordingly one should avoid every meas- 
ure which may interfere with the production 
of a convulsion, and for the sole purpose of 
preventing post-convulsive psychomotor ex- 
citement it is suggested that sodium amytal 
be administered in the following manner: 
Immediately after the convulsion the patient 
is given intravenously, a 0.25 gm. of a freshly 
prepared solution of the drug. This is a top 
dose and is necessary only in those cases 
where a marked release of aggression and 
excitement was exhibited immediately after 
the convulsion. In the majority of the cases 
of postconvulsive hyperexcitability 1/2 to 1/3 
of the entire dose is sufficient to keep the 
patient under complete control. If a patient 
shows such a panic reaction after the first 
treatment, he is likely to repeat it after each 
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subsequent treatment. As a rule each Pat. 
ient has a definite convulsive as well as pogt, 
convulsive behavior pattern throughout the 
entire course of treatment, and even in sub- 
sequent courses. For this reason we repeat 
the injection of sodium amytal after each 
convulsion. 

Sodium amytal must be injected very slowly 
because a rapid injection causes a Sharp fal] 
in blood pressure. We have observed a moq. 
erate fall in blood pressure, no more than 
is usually found in the normal postconvulsiye 
period. The effect of the drug sets in when 
the postconvulsive coma erids, the amyta 
sleep being superimposed on the coma. The 
patient sleeps for 1/2 to 3/4 of an hour ang 
then awakens refreshed, without the usuai 
confusion and without being aware of ap 
unpleasant experience which, we believe, is 
frequently the cause of the dread of sub- 
sequent treatments. Another factor which 
avoids the development of this dread is the 
fact that the patients who receive sodium 
amytal are not being restrained postconvul- 
sively, as is the custom in all other patients, 

Although we have no experience with pen- 
tothal sodium, the results with this drug are 
probably equally as good if administered in 
the same way and in proper doses. 


SUMMARY 


Some patients struggle violently after every 


electro-shock convulsion, endangering life, 


wasting time of the personnel and jeopard- 
izing the entire treatment. This untoward 
reaction can be prevented by the intravenous 
administration of one or two grains of sodium 
amytal immediately after the electro-shock 
convulsion. Patients thus treated fail to show 
the usual postconvulsive confusion, and do 
not develop the dread of further treatment. 
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Neurological Clinical Pathological Conference 
of the 
Cincinnati General Hospital 


CHARLES D. ARING, M.D., Editor 


CASE NO. 131759 


Presentation 


A white boy, aged 6 years was admitted on 
October 31, complaining chiefly of weakness 
in the right leg and headache. The family also 
had noted the weakness of the right leg. 
There was nothing of significance for the 
present illness either in the family or the 
past history. 

The present illness began on October 22, 
when the boy received a blow on the head. 
He was not knocked down, however, and the 
blow was so slight that he laughed about it. 
Two days later he had severe headache which 
was relieved by acetylsalicylic acid. On Octo- 
per 25, while going to school, he stumbled 
and fell. He was sent home from school and 
was put to bed complaining of weakness of 
the right leg and severe frontal headache. 
On the same day he had a generalized convul- 
sion, and the local physician who examined 
him could find “nothing wrong”. He vomited 
once on October 27, and on October 30 the 
headache reappeared. He had another con- 
vulsion on October 31 and vomited “force- 
fully” just before admission. There was no 
history of fever or of respiratory or gastro- 
enteric disturbance prior to admission. 

On admission to the hospital, which was 
seven days after the first onset of headache, 
the boy appeared well developed but some- 
what poorly nourished, was oriented, mentally 
alert and cooperative, and did not appear 

very ill. The rectal temperature was 99.6 F., 
and there was no evidence of injury to the 
head or even of localized tenderness. The posi- 
tive physical signs outside of the nervous 
system consisted of a generalized lymphaden- 
opathy involving especially the anterior and 
posterior cervical nodes and to a lesser extent 
the axillary and inguinal nodes and a pal- 
pable spleen. The affected lymph nodes were 
firm, discrete and not tender. The neurolog- 
ical examination was remarkable for the neg- 
ative rather than the positive results. There 


was no nuchal rigidity, and the Kernig and 
Brudzinski signs were negative. There was 
no photophobia, and examination of the fundi 
was normal. There were no signs of involve- 
ment of any of the cranial nerves. He could 
move all his extremities and there were no 
tremors or atrophy. There was slight weakness 
of the right extremities. Sensation was nor- 
mal. The knee jerks were equal and active, 
while the ankle jerks, the abdominals and 
the reflexes of the upper extremities were 
obtained irregularly. There was no Hoffmann 
response and the plantar responses were 
flexor. 

On October 31, about four hours after ad- 
mission, he became very restless and semi- 
delirious and had a convulsive seizure, which 
began with slight twitching of the face and 
right arm, followed by a turning of the head 
and eyes to the right, and continued with 
twitching of both sides of the face and tongue, 
violent clonic movements of the right arm, 
slight clonus of the extended right leg. He 
was incontinent of urine. The seizure lasted 
about six minutes and was followed by relax- 
ation and stupor. After recovery he com- 
plained of weakness of both right extremities, 
which were moved thereafter less frequently 
than the left. The next day he was apathetic, 
confused, and irrational. Despite the admin- 
istration of dilantin and phenobarbital, irre- 
gular convulsive movements of the right hand 
and arm were noted. He became more ap- 
athetic, and although he still responded to 
noise and light, he did not speak. Jerking 
movements of the right extremities continued 
to be seen at irregular intervals, and by the 
eleventh day of the illness there was twitch- 
ing of the arms, face and tongue occurring 
with a certain rhythmicity. Between the 
eleventh and twenty-third days of the illness 
his condition was more or less the same with 
occasional periods of muscle twitching, which 
appeared to be abortive or incomplete con- 
vulsive seizures. He continued to get worse 
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with rapid and labored respiration, weak and 
irregular pulse, profuse perspiration and al- 
most persistent muscle twitching, sometimes 
approaching convulsive severity. He died No- 
vember 23, on the thirtieth day of the illness 
coincidentally with a rise in temperature to 
108.4 F. 

The temperature ranged between 99 and 
about 101 F. until the twentieth day, when 
it rose to 102.2 and remained at a higher 
level thereafter except for about two days 
after the beginning of sulfanilamide therapy 
on the twenty-third day of the illness. Except 
during the last few days, the pulse and res- 
piratory rates were more or less proportional 
to the temperature. 

Treatment was symptomatic and consisted 
of anticonvulsants, sedatives, transfusions, 


_intravenous injection of fluid, gavage (be- 


cause there were periods of dysphagia) and 
during the last week of the disease sulfanil- 
amide (20 grams in all). 

Laboratory Data: Seventeen spinal punc- 
tures were done. The pressure was high in 
14, usually ranging between 200 and 280 mm. 
of water. In only a few of the fluids, those 
with the most cellular content, was the fluid 
turbid. There were 30 cells per cc. of cere- 
brospinal fluid on the day of admission (Oc- 
tober 31), the number rose step-like to 2200 
on November 10 and in the fluids examined 
thereafter were: November 11, 1200; November 
12, 595; November 14, 135; November 17, 200; 
and November 19, 360. The cells were pre- 
dominantly mononuclear throughout. The 
protein content of the cerebrospinal fluid 
was never elevated, ranging between 17 and 
38 mg. per hundred ccm.; the sugar ranged 
between 45 and 76; the chlorides between 
723 and 775. Cerebrospinal fluid cultures and 
Wassermann reaction were negative. 

Blood: Cultures and the Wassermann reac- 
tion were negative. The amount of blood 
sugar was 128 mg. and of calcium 10.2 mg. 
per 100 cc. The Widal test, Brucella abortus 
and Pasteurella tularense agglutination were 
normal on the twenty-first day of the illness. 
A typical blood count on the fifteenth day 
of the disease showed 5,020,000 erythrocytes 
and 10,000 leukocytes, with 70 per cent neu- 
trophils, 25 per cent lymphocytes, 5 per cent 
monocytes and less than 1 per cent of eosin- 
ophils and basophils. 
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The throat culture was negative for diph. 
theria bacilli. The urine was normal on re- 
peated tests. The tuberculin reaction was Neg. 
ative. Roentgenograms of the skull showeg no 
evidence of fracture; the cervical spine and 
long bones were normal, and examination, o 
the chest on the eighth and eighteenth days 
of the illness revealed no abnormalities, 


Differential Diagnosis 


Dr. Harry Salzer: We are faced with the 
problem of where in the nervous system the 
lesion is localized. From the story of weakness 
of the right extremities and the type of 
seizures, I would say that he probably had a 
lesion involving the cerebral cortex. I do not 
think the disease could be localized to one 
side of the brain. I would say that the lesion 
was primarily in the left cortex, mostly pos. 
terior frontal. 

The nature of this lesion is a point which 
presents insurmountable difficulty. One con- 
siders inflammation, trauma, a combination 
of traumatic and inflammatory processes, and 
neoplasm. I feel that neoplasm can be quickly 
discarded as a possibility. Neoplasm is sug- 
gested by lymphadenopathy and splenic en- 
largement, though inflammation much more 
often produces these signs in children. 

In favor of traumatic disorder was the blow 
on the head, which was followed shortly by 
weakness of the right lower extremity, head- 
ache, and vomiting. Any blow on the head 


may be productive of subdural hematoma, - 


and this plus the seizure followed by apathy 
are all suggestive. The increase in cerebro- 
spinal fluid pressure is not against it. There 
was no period of unconsciousness; the fever 
and cell count are against subdural hema- 
toma, to say nothing of the normal initial 
neurological examination. Subdural hema- 
toma should be associated with some neu- 
rological findings. 

The possibility of trauma and inflammatory 
process, such as subdural abscess would be 
most unlikely. This boy did not have an ir 
jury that would produce. fracture through 
the sinuses; there was no leukocytosis. Roent- 
gen plates of the skull were normal. 

Could we be dealing with a brain abscess? 
There is no evidence of a focus of infection 
in this case. One might expect an abnormal 
white blood count in the invasive stage of 
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prain abscess. I think the only thing that 
might be suggestive is the cell count in the 
cerebrospinal fluid; in fluids associated with 
abscess and containing a thousand or more 
white blood cells, rupture of the abscess and 
dissemination via the cerebrospinal fluid 
should have occurred. In such a case the 
predominating cell should be the polymor- 
phonuclear leukocyte. The clinical course and 
laboratory studies are against brain abscess. 


Now to move on to other inflammatory 
causes. I think one would have to consider 
some type of encephalitis. We are not told 
whether there was an epidemic of encephal- 
itis at this time, and I presume there was not. 
The etiological differentiation is largely a 
function of the laboratory and we have no 
information which would allow us to name 
types of encephalitis. 

In a child of six years of age with febrile 
ilIness and cells in the cerebrospinal fluid, 
tuberculous meningitis would have to be 
considered. It would have to be an atyp- 
ical form in this case. There are a number 
of points in favor of this diagnosis. The 
child was poorly nourished, there was gen- 
eralized lymphadenopathy and splenic en- 
largement which, in a child, might occur 
with any febrile illness. The fever is con- 
sistent with tuberculous meningitis; as are 
the delirium and mental changes. Tubercu- 
lous meningitis is more common in children 
from 2 to 6 years. The duration of the illness 
favors it, it averages about 3 weeks. The cere- 
brospinal fluid is not against it; the cell count 
in this case is somewhat high; the average 
cell count in tuberculous meningitis is 230 
per cmm. 


There are many things against the diag- 
nosis of tuberculous meningitis. There were 
no cranial nerve signs or rigidity of the neck. 
The cerebrospinal fluid chlorides were normal 
in 17 examinations. The cerebrospinal fluid 
protein content is ordinarily much higher in 
tuberculous meningitis than was the case here. 
There were negative tuberculin tests, but that 
may pertain in an acute fulminating tuber- 
culous process. 


There is one other type of tuberculous lesion 
which might be considered and that is cor- 
tical tuberculoma. This might be more con- 
sistent with absence of neck rigidity and of 
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cranial nerve signs, and with normal cere- 
brospinal fluid chlorides. 

There are other rare forms of meningitis 
that bear mention; sporothrix, streptothrix, 
blastomycosis, torula. I think the best pos- 
sibility to be a tuberculous infection in the 
nervous system, either tuberculous lepto- 
meningitis or cortical tuberculoma. 


Discussion of Pathology 


Dr. I Mark Scheinker: The permission for 
the autopsy was limited to the examination 
of the central nervous system. On gross ex- 
amination the brain appeared normal except 
for a moderate degree of congestion and 
edema. 

The microscopic’ examination of a large 
number of sections taken from about twenty 
different levels of the brain and cord dis- 
closed only one pathologic focus. Examination 
of more than 100 additional sections from 
many levels of the nervous system including 
the olfactory bulbs, several cortical areas, the 
corpus striatum, diencephalon, mesenceph- 
alon, pons, medulla, spinal cord, and inter- 
vertebral ganglia disclosed only twelve path- 
ologic foci. The structure of these lesions was 
as follows: A central area of tissue rarefac- 
tion and necrosis was surrounded and partly 
infiltrated by a small accumulation of glial 
cells; the formation of a granuloma. Some 
of the cells were large, polyhedral in shape, 
and with abundant cytoplasm. The nuclei 
were round, oval, or irregular; they contained 
a few coarse chromatin granules. Occasionally 
the adjacent blood vessels disclosed cuffing 
with a single row of lymphocytes. Careful 
examination of each granuloma failed to re- 
veal forms which one: could identify, except 
in one instance where a group of toxoplasma- 
like organisms was found. The miliary gran- 
ulomas were diffusely disseminated through- 
out the central nervous system and were noted 
in the cortex, thalamus, corpus striatum, and 
pons. No cystic aggregates of toxoplasma were 
found anywhere. 

The leptomeninges were slightly thickened 
and sparsely infiltrated with macrophages and 
a small number of lymphocytes. The cells of 
the spinal cord as well as nerve cells through- 
out the cortical ribbon showed chromatolysis, 
satellitosis, and neuronophagia. 

In addition there were numerous foci of 
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abnormally large glial cells diffusely scattered 
throughout the cerebral cortex, especially 
pronounced within the cortex of the temporal 
lobes. These glial nodules were in their mor- 
phology similar to those described in cases 
of tuberous sclerosis. 

The final diagnosis of toxoplasmic en- 
cephalitis was confirmed by transmission to 
animals.! Intracerebral and intra-abdominal 
inoculation of fresh brain suspension pro- 
duced toxoplasmic infection in five of eight 
mice. Toxoplasma could not be shown to 
have developed in the patient’s blood or cere- 
brospinal fluid by the technique of animal 
inoculation. 

The paucity of the pathologic findings in 
our case is striking, especially when compared 
to the extensive gross and microscopic lesions 
found in cases of “congenital” encephalitis 
due to toxoplasma. It should be emphasized 
that toxoplasmosis in older children may 
show a clinical picture of atypical enceph- 
alitis, unlike that of “congenital’’ toxoplasmic 
infection which characteristically is heralded 
by the following symptoms: the appearance 
at birth or during the first weeks of life of 
convulsions, internal hydrocephalus, chorio- 
retinitis, and cerebral calcification demon- 
strable with roentgen ray. 

Clinical Diagnosis 

Encephalitis, type undetermined. 

Doctor Salzer’s Diagnosis 


Tuberculous meningitis. 
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Anatomical Diagnosis 


Toxoplasmic encephalitis. 


Dr. Charles D. Aring: Toxoplasma is a genus 
of protozoan parasite which rarely affect, 
humans. It is probably transmitted to man 
from lower animals. 


Our patient was one of four children living 
in a house containing a dog and cat, but there 
was thought to be present no mice or rats 
Mosquitoes were troublesome in the home 
The medium-sized cat developed frequent fits 
about the time that the boy became ill, ang 
it had been disposed of promptly. The boy 
ingested no rabbit or fowl. All other members 
of the family remained in good health. 


The congenital facet of the disease may be 
demonstrated by the presence of toxoplasma 
neutralizing antibodies in the mothers of the 
affected children. A high incidence of positive 
tests was found? in infants and children pre- 
senting psychomotor disturbances with or 
without hydrocephalus or microcephaly, only 
when these were associated with cerebral cal- 
cification or chorioretinitis in the macular 
region or both. 


REFERENCES 
1 Sabin, A. B.: “Toxoplasmic Encephalitis in 
Children,” J.A.M.A., 116: 801-807, 1941. 


2 Sabin, A. B.: “Toxoplasma Neutralizing Anti- 
body in Human Beings and Morbid Conditions 


Associated with it,” Proc. Soc. Exper. Biol. Med, 


51: 6-10, 1942. 
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Book Reviews 


THE PSYCHOANALYTIC THEORY OF NEURO- 
SIS. By Otto Fenichel. New York: W. W. Norton 
and Company, Inc., 1945. Pp. x-703. 


When the Psychoanalytic Quarterly published 
Fenichel’s “Outline of Clinical Psychoanalysis” in 
1934, it was enthusiastically welcomed as a bril- 
liant presentation of psychoanalytic concepts. 
This volume, originally planned as a second edi- 
tion of that work, is actually a completely re- 
written and greatly expanded text. It supplies 
what has been greatly needed—a basic textbook 
of clinical psychoanalysis, systematic in plan and 
lucid in presentation. Its scope exceeds the title 
since the material includes the psychoses as well 
as the psychoneuroses and even a final chapter 
on therapy. 

Fenichel states: “Those who have not under- 
gone a personal analysis will probably be able to 
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understand intellectually what is presented in 
this book; but probably many things will seem 
even more incredible and ‘far-fetched’ than psy- 
choanalytic case reports. Persons who ‘do not 
believe in psychoanalysis’ will not be convinced 
by reading this book. They can only inform them- 
selves about what the teachings of psychoanalysis 
actually are. But even this seems very necessary. 
Many critics who ‘do not believe in psychoanalysis’ 
do not know what psychoanalysis is about, and 
are in the habit of ascribing to Freud a great 
many things he never said or wrote.” 

Three introductory chapters deal with the scope 
and methodology of psychoanalysis. The next 
three chapters deal briefly but adequately with 
early mental development, the Archaic Ego, De- 
velopment of Instincts, Infantile Sexuality, and 
the Superego. A separate section is devoted to the 
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neurotic conflict describing the motives of de- 
fense, the mechanisms of defense, and the direct 
clinical symptoms of the neurotic conflict. Sep- 
grate chapters deal with the specific neuroses as 
well as perversions and impulse neuroses, depres- 
sion and mania, schizophrenia and character dis- 
orders. A final section describes the clinical course 
of neuroses and the therapy and prophylaxis of 
neuroses. 

Full use is made of brief case reports to illus- 
trate the concepts presented. Although due hom- 
age is paid to Freud, this presentation is based 
on Fenichel’s own experience and convictions; 
divergences from orthodox analytic theory are 
clearly stated. An extensive bibliography and ade- 
quate index complete the volume. Its physical 
appearance reflects the usual careful workman- 
ship and high standards of ts publisher. 

It is psychiatry’s great loss that the recent un- 
timely death of Otto Fenichel made this the last 
instead of the first of a series of basic texts sum- 
marizing psychoanalytic doctrine in a systematic 
and comprehensive manner. 





THE PERSON IN THE BODY. By Leland E. 
Hinsie. New York: W. W. Norton and Company, 
Inc., 1945. Pp. 263. 


This book is a simple, clear, systematic, com- 
prehensive, and delightful presentation of the 
concepts of psychosomatic medicine. It can be 
profitably read by the layman without develop- 
ment or neurotic symptomatology and identifi- 
cation which so often results from lay reading 
of medical books. Nor will it give him a vocab- 
ulary in which to conceal his problems, Rather, 
it will serve to help him understand himself and 
the medical treatment offered him. 

For the medical student it is an ideal book 
since it effectively enables the student to under- 
stand that a patient is not a disease but rather 
a person who is ill, and whose illness, whatever 
its seeming psychological or physiological char- 
acter may be, affects the total personality in its 
entire functioning in relation to itself, in relation 
to other persons, and in relation to the total life 
‘situation. Certainly this is one of the major pro- 
blems to be faced in the teaching of medicine 
today and this book is most timely and adequate. 

For the general practitioner the book is equally 
valuable. It renders the concepts of psycho- 
somatic medicine comprehensible in terms of the 
practitioner’s own actual daily experience. It af- 
fords a wealth of information of a simple prac- 
tical character, avoids speculative theoretical 
elaborations, but treats theoretical principles in 
an adequate discussional manner that permits 


DISEASES OF THE NERvouS ‘SYSTEM 


ready understanding. Above all, it deals com- 
petently with those numerous puzzling questions 
and problems that must be faced daily in general 
practice, for which the crowded medical school 
curriculum makes no provisions but leaves hope- 
fully to the “experience of a few year’s practice.” 
It enables the physician to view neurotic com- 
plaints not as exasperating, inexplicable problems 
for which nothing can be done except to give 
assurance as to physical soundness, but rather as 
interesting and understandable complaints for 
which there is actual therapy available. 

Particularly can the practitioner gain both an 
understanding of the worries, fears, anxieties, 
doubts, and questions for which an answer is 
demanded by so many of his patients, and an 
understanding of those patients who “have noth- 
ing wrong with them,” but who remain inca- 
pacitated for lack of adequate understanding. 
Throughout the book there is extensive illustra- 
tive clinical material presented in a smooth, 
understandable manner, clarifying the intra- 
personal, interpersonal, and environmental fac- 
tors that contribute so largely to the problems 
seen in general practice. 

Briefly, to read this book is to gain comfortably, 
satisfyingly, a helpful realization of the impor- 
tance of personality reactions in sickness and in 
health, and especially the actual possibility of a 
long series of personality reactions culminating 
in a slow, chronic or a sudden acute disability- 
of a seemingly inexplicable character. 





MANUAL OF MILITARY NEUROPSYCHIATRY. 
By Harry C. Solomon and Paul I. Yakovlev. 
Philadelphia: W. B. Saunders Company, 1944. 
Pp. xi-764. 


This book constitutes a symposium by 45 com- 
petent neurologists and psychiatrists writing on 
the various aspects of military neuropsychiatry. 
Originally given as a course of refresher lectures 
for induction station physicians and for the orien- 
tation of physicians entering service, it now serves 
as an excellent survey of the special fields of 
knowledge about which the general practitioner 
will increasingly need more and more informa- 
tion in the postwar era. Administration, legal 
considerations, clinical entities, diagnosis, electro- 
encephalography, treatment, special therapies and 
psychosomatic considerations are among the top- 
ics presented and the entire book is well organ- 
ized. As might be expected, some sections are 
weak, particularly those on homosexuality and 
malingering, but on the whole the book is strongly 
recommended and can be used to advantage by 
the specialist and the general practitioner. Ex- 
cellent bibliographies are given on many of the 


subjects covered. 
Milton H. Erickson 
Eloise, Michigan 
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DETROIT MEDICAL HOSPITAL 


7850 East Jefferson Street — Detroit 14, Michigan 
TELEPHONE: FITZROY 7100 


A private hospital devoted to the diagnosis and treatment of mental and 
nervous illnesses. All accepted psychiatric and mental therapies. 
Beautiful grounds on the Detroit River. 


Registered by A. M. A. Licensed by Michigan State Hospital Commission 








SAINT JOSEPH SANITARIUM 


(Supervision of Sisters of Mercy) 
P. O. BOX 236 — DUBUQUE, IOWA 


or phone 526 for information 
Mild Mental and Nervous Cases 
also 
Rheumatism, High Blood Pressure, Neuritis, Obesity, and all Types of 
Convalescents 


Modern Hydrotherapy, Baths and Massage 
Insulin Therapy Resident Physician 











BALDPATE, Inc. 


Georgetown, Massachusetts 
Located in the hills of Essex County, thirty miles north of Boston. 
For the treatment of neuroses, personality disorders, psychoses, alcoholism 
and drug addiction. 
Psychotherapy is the basis of treatment; other methods such as shock 
therapy, malaria and fever box are used when indicated. 
Occupational therapy, outdoor activities, picnics and other diversions. 


GEORGE M. SCHLOMER, M.D., Medical Director 
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